
Cancer in Canada
The bureau of epidemiology, Labora-
tory Centre for Disease Control, Health
and Welfare Canada has recently
issued an important book, "Cancer
Patterns in Canada 193l.l974..1 The
publication may be used as a reference
source for data and as a guideline for
assigning priorities in the treatment of
cancer; it is not merely a collection of
statistics, graphs and tables.
A frequently discussed subject is the

role played by environmental factors in
human cancer. If causal relations could
be established firmly the introduction
of programs to counteract such factors
would be a primary step in reducing the
incidence of certain forms of cancer.
Although the list of occupational fac-
tors in human cancer is long, very little
is known about the nonoccupational
environmental determinants of cancer
in the general population.

It is difficult not to link environ-
mental and lifestyle factors with cancer
when one examines the differences in
incidence and sites of cancer between
those who emigrate from and those
who remain in their native country,
and the difference in cancer morbidity
between the descendants of each group.
Dennis Burkitt has argued that the vari-
ations in certain diseases, including can-
cer, can be explained mainly by changes
in lifestyle and in diet. The recent deci-
sions taken in regard to saccharin,
based on its carcinogenicity in experi-
mental animals, are directed to poten-
tial causative factors in our diets.

In addition to the known relation
between cigarette smoking and lung
cancer, strong associations have been
found between smoking and cancer in
other organs such as mouth, larynx
and bladder.

Breast cancer seems to relate to age
at first pregnancy. The incidence of
breast cancer in women who have their
first child before 20 years of age is
about half that of nulliparous women
and about 40% of that of women
whose first child was born after age 35.
Because of changing lifestyles the great-
er age at first confinement may result
in an increase in breast cancer.
The mortality for malignant melano-

ma doubled in the 20 years between
1951 and 1970, probably because of
the increased practice of excessive sun-
bathing.
As pointed out in the pti1t.lication,

many causative or potentially causative
lifestyle factors are poorly, defined.
Given as examples are the cancer rates
among members of tlt..hurch of Jesus
Christ of Latter-day Saints (Mormons),
who generally shun alcohol and

tobacco and have a low incidence of
cancers related to those agents. How-
ever, their incidence rates for other
cancers are also lower; overall the in-
cidence is about 25 % lower in Mor-
mons than in the general population of
the United States.

Other environmental factors, such as
unnecessary exposure to ionizing radia-
tion, receive comment, and in this con-
text it is worth remembering the rec-
ommendations of a multidisciplinary
committee convened by the Canadian
Medical Association in 1973:2

Whereas radiological mass screening pro-
grammes have been effective in the past
and, whereas there now appears to be a
reduced need for the continuance of such
programmes, and whereas there is a high
patient dose involved, be it recommended
that:

a) Community-wide mass radiological
surveys should no longer be used for the
detection of tuberculosis.

b) In selected communities, in certain
segments of the employee force, and in
specific situations where warranted, mass
radiological screening has a place, parti-
cularly where a wield in excess of 1 per
5,000 might be anticipated.

c) There be developed some other form
of epidemiological indicators so that those
involved in the detection and treatment of
tuberculosis, would be aware of any im-
pending or actual increase in tuberculosis,
would be in a position to institute the
appropriate radiological survey.

X-ray equipment of all classes must
comply with the pertinent regulations set
out by the Radiation Protection Bureau,
Health & Welfare, Canada.

Hospitals should review their experiences
with routine admission chest x-rays and
discontinue the routine practice if the yield
of tuberculosis and other pathological
states does not justify the exposure.
The Radiation Protection Bureau carry

out studies of exposure, particularly gon-
adal, in areas where x-ray equipment is
used, viz, hospital, private office, dentist's
office, chiropractor's office, industrial lo-
cations.

In 1973 cancer ranked second as a
cause of death in both sexes. Among
males 18542 (19.4%) deaths were at-
tributed to cancer out of a total of
95 375 and among females 14 807
(21.6%) out of 68 664. The actual
number of deaths due to cancer was
25% higher in males than in females.
The average age of death due to cancer
was 66.8 years for males and 65.9 for
females. When one considers the years
of potential life lost, cancer was the
leading cause in females but ranked
only third in males.

There is an interesting statistic when
the trends of age-standardized mortality
for cancer between 1931 and 1972 are

reviewed. These were in opposite direc-
tions for the two sexes; the rate for
males increased and that for females
decreased. During the 30-year period
1942 to 1971 the incidence of cancer
for males increased by 28%, while that
for females decreased by 14%. When
the figures are recalculated after those
for lung cancer are excluded it is ap-
parent that the increase in incidence of
cancer in males was due entirely to
lung cancer; the incidence for all other
forms of cancer actually decreased. For
females, exclusion of cases of lung can-
cer did not greatly affect the incidence
of all other forms of cancer, but the
rate of decrease in incidence of all
cancer, except lung cancer, has ac-
celerated in recent years.
The book concludes with the fol-

lowing paragraphs:

The strategies for the control of cancer
are limited by both the knowledge of
etiology and the problems in reducing
known etiologic factors. For example, con-
trol of cancer of the pancreas is limited
by the lack of knowledge of etiology
whereas control of lung cancer is limited
by difficulty in reducing the prevalence
of smoking. Prevention of lung cancer
alone would reduce the total annual num-
ber of deaths due to cancer by 17.3%
(both sexes). There is considerable evid-
ence that control of smoking would not
only prevent most lung cancer deaths but
a substantial proportion of other cancer
deaths (mouth, throat, larynx and bladder)
and a considerable number of deaths due
to coronary heart disease and chronic res-
piratory disease.
A comprehensive program with the ob-

jective of reducing cancer morbidity and
mortality should have components in each
of the four elements of the health field:
human biology, environment, lifestyle and
health care organization. Examples of
present activities in each of these cate-
gories include: a) human biology: research
in such fields as the immunological de-
fence system, viruses suspected to be onco-
genic in humans and the mechanism of
chemical carcinogenesis in human cells in
tissue culture; b) environment: setting of
standards for exposure to carcinogens in
occupational environments, standards for
radiation-emitting devices, monitoring of
air, water and food for the presence of
carcinogens; c) lifestyle: programs to re-
duce the prevalence of smoking and ex-
cessive consumption of alcohol; d) health
care organization: guidelines for the use
of diethylstilbestrol. These activities at
least represent the beginning of a control
program but such efforts must be sustained
and amplified in order to reduce the cur-
rent level of morbidity and mortality due
to cancer.

J.S. BENNETrr, MB, FRC5[C], FACOG
Director

Professional Affairs
Canadian Medical Association
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The role of the respiratory technologist
Respiratory technologists have a key
role in the management of patients with
respiratory distress, although many phy-
sicians are not fully aware of the tech-
nologist's capabilities. A common im-
pression is that the respiratory technol-
ogist is someone who administers in-
termittent positive-pressure breathing
treatments to patients with chronic lung
disease. This form of therapy, after
careful evaluation, has been found no
more effective than aerosol medication
inhaled spontaneously, and it is now
rarely used.
To describe the functions and to give

to the medical profession better insight
into the skills of the respiratory tech-
nologist the Canadian Society of Res-
piratory Technologists has produced a
brochure. entitled "The Role of the
Respiratory Technologist". In three
pages it provides an overview of this
interesting allied health field that has
become so important in the treatment
of patients with respiratory conditions.
The Canadian Society of Respiratory

Technologists, with which approxi-
mately 1300 technologists are regis-
tered, is concerned with maintaining
standards of practice in its field, pro-
viding a resource for continuing educa-
tion and administering self-discipline
within its professional group. An ad-
visory committee of physicians drawn
from the Canadian Anaesthetists' So-
ciety and the Canadian Thoracic So-
ciety helps the society meet these aims.
The practical field of respiratory

technology comprises six categories re-
lated to diagnosis, therapy, equipment
maintenance, education, administration
and research. These are described and
their importance to patient care is em-
phasized in the society's brochure,
which is a capsule presentation that
will permit every physician to identify
the situations in which the respiratory
technologist may assist him.
The role of respiratory technology

departments as seen by Health and
Welfare Canada1 and some of the pro-
vincial ministries of health2 is described
in recently published guidelines for spe-
cial units. These guidelines recommend
that every active treatment hospital
provide some of the services described
in the society's brochure, though in
small hospitals these services may be
provided by someone other than a res-

*This brochure may be obtained from the
Canadian Society of Respiratory Technologists,
395 waterh. se., winnipeg, Man. R3N 0S7.

piratory technologist. Every physician
working in an active treatment hospital
should address himself in particular to
the role of the respiratory technologist
and to the various services that are
described for that role. For each of the
services in the six major categories
mentioned in the society's brochure the
physician should be able to identify
clearly the individual in the hospital
carrying out these functions and should
ask whether these functions are being
carried out satisfactorily or whether
they might better be performed by
qualified respiratory technologists.

As the society's document implies,
the role of the respiratory technologist
is still evolving; during the past 15
years it has been expanding and chang-
ing rapidly. There is a need to give all
personnel working in technologic fields
related to patient care a common base
of training from which the smaller
groups may develop. Thoughtful physi-
cians looking to increase the base of
knowledge of all working in such fields
could well consider the respiratory
technology training program as a base
on which to build the training of vari-
ous smaller groups of specialists, such
as dialysis technicians, perfusionists and
pulmonary function laboratory techni-
cians.
The Canadian Society of Respiratory

Technologists has shown leadership in
the development of a self-disciplined
professional group. It has been of serv-
ice to its colleagues in other allied
health fields and to the medical profes-
sion by developing a clear-cut descrip-
tion of the role of a respiratory tech-
nologist. The society has also given
evidence of leadership in the field of
continuing education in the postregistry
period. I urge all practising physicians
to familiarize themselves with the role
of respiratory technologists so that the
skills and talents these individuals bring
to the health care field may be used
more widely and more appropriately.

A.A. SCOTT, MD, FRCP[C]
Director

Respiratory intensive care unit
Toronto General Hospital

Toronto, Ont.
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Empracet30
Acetaminophen + Codeine

Analgesic-Antipyretic-Antitussive
Indications: To provide enhanced analgesia in a wide
variety of conditions requiring the control of moderate
to severe acute or chronic pain, especially when other
analgesics are insufficient: also as a non-salicylate
analgesic-antipyretic-antitussive in acute cold and in
other acute respiratory diseases.
Adverse Effects: When used as directed, acetaminophen
is virtually free of severe toxicity or side effects.The
incidence of gastrointestinal upset is less than after
salicylate administration. If a rare sensitivity reaction
occurs, discontinue the drug. Hypersensitivity to ace-
taminophen is usually manifested by a rash or urticaria.
Acetaminophen poisoning can result in severe hepatic
damage. Phenobarbital increases the activity of micro-
somal enzymes which produce a toxic metabolite and
therefore acetaminophen's hepatotoxicity is enhanced.
Thus, concomitant ingestion of phenobarbital may
increase the likelihood of liver necrosis in acetamino-
phen overdose.
Overdose: The literature has reported that some adults
who have ingested doses in excess of 10 g should be
closely monitored until it is ascertained that there is no
hepatotoxicity.
Symptoms: Nausea, vomiting and upper abdominal pain.
Initially, CNS stimulation may be noted followed by
somnolence, lethargy, or stupor. In the most severe
cases a 24 hour latent period may be followed by drow-
siness progressing to coma due to hepatic necrosis; in
these cases death may occur 2 to 4 days following
ingestion.The chief biochemical changes noted in the
blood are gross elevation of liver enzymes, some eleva-
tion of bilirubin level, prolongation of prothrombin time
and possibly hypoglycemia or hyperglycemia.
The codeine phosphate in sufficient overdosage pro-
duces narcosis, sometimes preceded by a feeling of
exhilaration and followed by convulsions. Nausea and
vomiting are usually prominent symptoms.The pupils
are contracted and the pulse rate is usually increased.
Cardiorespiratory depression accompanied by cyanosis
occurs, followed by a fall in body temperature, circula-
tory collapse, coma, and death.
Treatment: When the possibility of an overdosage exists
(approx. 10 g of acetaminophen) treatment should be
immediate. Although no specific treatment has been
developed or accepted, ipecac-or apomorphine-
induced emesis followed by 50 g of activated charcoal
given orally to decrease absorption of the drug, is the
best available treatment. If this is not quickly available,
administer the universal antidote. Since there is no spe-
cific antidote, treatment is primarily supportive. Once
overdosage with acetaminophen is established, liver
studies should be carried out and followed carefully for
a period of 7 days.The possibility of liver damage may
be suspected by the presence of a leukocytosis in con-
junction with a low erythrocyte sedimentation rate. CNS
stimulation may be controlled by cautious use of an
intermediate-acting barbiturate such as sodium buta-
barbital. If signs of codeine overdosage are present a
specific antagonist such as nalorphine or levallorphan
should be administered immediately. In the unconscious
patient, give nalorphine in iv. doses of 5 to 10 mg to
adults or ito 2 mg to children, depending on the sever-
ity of narcosis and respiratory depression. Levallorphan
is given in doses one-tenth that of nalorphine. Maintain
a patent airway through the use of an oropharyngeal
airway or endotracheal tube, oxygen should be adminis-
tered, and respiration should be assisted by artificial
respiration. Circulatory collapse and shock may be
counteracted by use of dextran, plasma, or concen-
trated albumin and vasopressor drugs, e.g. norepi-
nephrine. Short-acting barbiturates, e.g. thiopental, may
be used cautiously to control convulsions. Avoid the use
of analeptic drugs.
Dosage: ito 2 tablets every 6 hours as required.
Supplied: Each round peach coloured tablet contains

acetaminophen 300 mg and 30 mg of codeine
phosphate. In bottles of 100.
Code Number Weilcome K9B

Additional prescribing information available
on request.
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